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Case Reportsintra-atrial septum. This further required effective excision
of the infected tissue. The interatrial septum was patched
with bovine pericardium and the roof of the left atrium
and the posterior wall of the aorta. The prosthetic valve
replacement still remains the standard surgical approach
despite the reported success with homografts, autografts,
and xenografts.5CONCLUSIONS
We report a rare case of aortic valve endocarditis caused
by L jensenii after a normal vaginal delivery in a patient
with bicuspid aortic valve, which was complicated byFrom the Department of Infectious Disease,a Medicine Institute; the Departments of
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The Journal of Thoracic and Carsevere aortic regurgitation and extensive aortic root abscess
that further required a complex surgery.
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16(Suppl B):103-6.Successful surgical treatment of rare Aspergillus terreus prosthetic
valve endocarditis complicated by intracranial and mesenteric artery
mycotic aneurysmsRania A. R. Ahmad, MD,a Syed T. Hussain, MD,b Carmela D. Tan, MD,c G€osta B. Pettersson, MD, PhD,b
Daniel Clair, MD,d and Steven M. Gordon, MD,a Cleveland, OhioAspergillus endocarditis (AE) is a rare and ominous cause
of infective endocarditis.1-3 AE is often disseminated and
fatal, and detection of its source, establishment of the
diagnosis, and treatment are highly challenging. We
report an advanced case of prosthetic valve endocarditis
caused by the species Aspergillus terreus, complicated
by intracranial and superior mesenteric artery mycotic
aneurysms, recent intracranial bleeding, and multiple
peripheral embolic episodes.
CLINICAL SUMMARY
A 39-year-old man with a severely stenotic bicuspid
aortic valve underwent mechanical aortic valve replace-
ment in May 2013, complicated by complete heart blockrequiring permanent pacemaker implantation. Four
months later, he presented with lower extremity embolus
requiring embolectomy. The removed embolus grew
Aspergillus, not further speciated. Echocardiography
showed vegetations at the sinotubular junction and in the
aortic root, and the patient underwent reoperation with
removal of infectious vegetations and augmentation of
the aorta with bovine pericardial patch, without replace-
ment of the valve prosthesis. The vegetations grew Asper-
gillus species. During treatment with amphotericin B and
voriconazole, the patient had developed an abscess in
the left lower forearm requiring surgical drainage. The
culture grew Aspergillus, prompting transfer to our institu-
tion in February 2014.
Within 24 hours of arrival, the patient had acute embolic
occlusion of the right superficial femoral and profunda fem-
oris arteries requiring urgent thromboembolectomy. The
embolus grew A terreus, speciated for the first time, and
the antifungal treatment was changed from amphotericin
B to voriconazole and micafungin sodium (INN micafun-
gin) on the basis of sensitivity. Echocardiography showed
large, mobile vegetations in the proximal aorta near the si-
notubular junction (Figure 1, A). Computed tomographic
scan of the abdomen revealed a 6-cm superior mesenteric
artery aneurysm with surrounding inflammation (Figure 1,
B). Head computed tomography showed multiple smalldiovascular Surgery c Volume 148, Number 5 e221
FIGURE 1. A, Echocardiogram showing large vegetations in proximal aorta (arrow) near sinotubular junction. B and C, Large saccular aneurysm of su-
perior mesenteric artery (arrow) on computed tomography (B) and intraoperative view (C).
Case Reportshemorrhages, and cerebral angiography revealed a small
mycotic aneurysm that was treated by endovascular coil
embolization. To prevent further embolic events, the patient
was urgently taken for a third cardiac reoperation. Intra-
operatively, large vegetations were found mainly over the
bovine pericardial patch used during the previous vegetec-
tomy, and the surrounding periaortic tissue was inflamed
and possibly infected. Radical aortic root debridement, allo-
graft aortic root replacement, and complete removal of theFIGURE 2. The pericardial patch, composed of dense wavy collagen bundles,
containing branching septated fungal hyphal forms that invade into the superficia
present underneath the patch. A, Hematoxylin-eosin, 2003 original magnificatio
methenamine silver, 4003 original magnification.
e222 The Journal of Thoracic and Cardiovascular Surpacemaker and leads were performed. Four days later, the
superior mesenteric artery saccular aneurysm was repaired
by direct surgical closure of the neck (Figure 1, C). The
following week, a new permanent pacemaker was im-
planted. The remainder of the postoperative course was un-
eventful. All specimens grew A terreus (Figure 2). The
patient received 6 weeks of micafungin and is scheduled
for lifelong voriconazole as secondary prophylaxis. He is
doing well at home at 2-month follow-up.is marked by a white bracket (A, B). On top of the patch is a vegetation (C)
l portion of the patch. Acute inflammatory infiltrates forming abscesses are
n; B, Gomori methenamine silver, 2003 original magnification; C, Gomori
gery c November 2014
Case ReportsDISCUSSION
Aspergillus is a rare cause of endocarditis.1-3 The prognosis
for AE is poor, with only a third of reported patients surviving
the acute episode, in part because of immunocompromise,
delay in diagnosis, systemic dissemination, and multiple
embolic episodes.1 Only 5 cases of infective endocarditis
caused by the species A terreus have been reported.1 To the
best of our knowledge, this is the first reported case of pros-
thetic valve endocarditis caused by A terreus.
Early and accurate diagnosis is the most critical step in
the treatment of AE and requires a high index of suspicion.
The occurrence of peripheral emboli is the most common
presenting feature and in a culture-negative infective endo-
carditis setting should raise the suspicion of AE.1,3,4
Echocardiography reveals large vegetations on the
valve(s), but blood cultures are almost always negative.1-3
Ultimately, the diagnosis of Aspergillus requires histology
and tissue culture confirmation from vegetations or
emboli. Determining species is critical, because A terreus
species is almost always resistant to amphotericin B, and
voriconazole is the antifungal drug of choice, often in
combination with an echinocandin.1
Mortality is extremely high among those who receive
antifungal therapy alone.1-3 Successful treatment of AE
requires combination of appropriate antifungal therapy and
radical surgical debridement. Despite adequate combined
antifungal and radical surgical treatment, recurrence after
AE as high as 40% has been reported, adding to the dismal
prognosis.1-3 As a consequence, we now recommend
antifungal suppression for life.From the Departments of Pediatrics,a Legal Medicine,b and 1st Surgery,c Graduate
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The Journal of Thoracic and CarOur patient was not immunosuppressed. El-Hamamsy
and colleagues reported a cluster of 3 immunocompetent
cases of AE after aortic valve replacement in which the
source could not be identified.5 They suggested seeding
by airborne spores as probable cause, emphasizing impor-
tance of operating room sterility and use of high-
efficiency particulate air filters.
In conclusion, AE is a rare, often fatal infection requiring
a high index of suspicion, multidisciplinary team approach
for expeditious and accurate diagnosis, and appropriate anti-
fungal and surgical treatment. Diagnosis requires histology
and culture. Species diagnosis of AE is critical, because
A terreus is resistant to amphotericin B. Immediate surgical
intervention with radical debridement and lifelong
antifungal therapy remains the best hope of improved
prognosis.References
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Surg. 2004;77:2184-6.Familial Ebstein’s anomaly, left ventricular noncompaction, and
ventricular septal defect associated with an MYH7 mutation
Keiichi Hirono,MD,a Yukiko Hata, PhD,b Keijirou Ibuki, MD,a and Naoki Yoshimura,MD,c Toyama, JapanLeft ventricular noncompaction (LVNC) is a rare cardiomy-
opathy characterized by prominent trabeculations with deep
intertrabecular recesses.1 Ebstein’s anomaly is a
rare congenital heart defect, and familial cases areuncommon.2,3 These genetic causes have not been fully
elucidated.
We describe clinical and molecular investigations of a rare
case of familial Ebstein’s anomaly, LVNC, and ventricular
septal defect (VSD) in association with a likely pathogenic
novel mutation of the MYH7 (c.1085T>G, p.Met362Arg)
gene. The sister and brother have been diagnosed with Eb-
stein’s anomaly, LVNC, and VSD, and novel mutation was
identified in the sister, brother, and father.
CLINICAL SUMMARY
Case 1 (the Proband)
The patient was a full-term infant with a birth weight
of 3.42 kg and Apgar scores of 9 and 10 at 1 and 5diovascular Surgery c Volume 148, Number 5 e223
